Ethical reasoning and decision-making may be thought of as 'professional skills', and in 
Stanford University Centerfor Biomedical Ethics and, 2nd and 3rd authors, University of Newcastle, Australia Currently, in the student's preclinical years we structure the teaching of medical ethics around theory, principles and concepts (4) . We recognize that there is some controversy about the principlebased approach to clinical ethics (5) , not the least of which concerns the difficulties in conceptualizing the relationship between ethical theory and clinical practice (6) (7) (8) (9) (10) (11) (12) (13) (14) . Nevertheless, if a principlebased approach also emphasizes the importance of exploring the relationships between different principle-based obligations and the necessity rigorously to justify why one set of ethical obligations should be overriding in a particular case, then it can serve as an action-guide for ethical decision-making in clinical practice. When adapted in this manner, therefore, the principle-based approach offers a strategy for clinical ethical reasoning that can be readily taught and grasped by students and medical practitioners. A remaining problem for us as medical educators was how to help students bridge the apparent 'gap' between knowledge of ethical theory, principles or concepts, and ethical reasoning in clinical practice as they move from the preclinical to the clinical years of medical education.
Ethical reasoning and clinical decision-making
How then should we teach clinical ethics? How do we educate medical students to make ethically justifiable decisions? As others have argued, the development of clinical ethics skills requires its own educational focus and teaching strategies (15) (16) (17) (18) (19) . However, even though the teaching of clinical ethics now has growing academic support, few appear to have addressed the problem of how best to teach students to link ethical knowledge with clinical practice and how to measure resulting changes in student competence. This paper describes the development of a three-session seminar programme at the University of Newcastle, which attempts to provide senior students with a more systematic approach to applying their knowledge about ethics as they attempt to analyze and manage the ethical aspects of clinical decisionmaking. knowledge about ethics and its use in clinical practice
Teaching clinical ethical reasoning and decision-making
With the above considerations in mind, we developed in 1992 and revised in 1993 a programme for teaching clinical ethical reasoning and decisionmaking for students in years 4 and 5, the clinical years of our curriculum. Table 1 outlines the step-by-step process we used to teach students how to deal with the ethical dimensions of clinical decision-making.
The programme itself comprised three sessions for students in years 4 and 5 which drew from and built on the bioethics knowledge base already acquired in the preclinical years of the curriculum (4, 20) . (See Table 2 .)
The aim of these sessions was not only to establish a concrete link between ethical knowledge and clinical practice, but to provide students with a systematic and critical approach to clinical ethical decision-making which we hoped would result in better patient care. One additional goal is worth highlighting and that was our aim to teach students to: 1) distinguish between law and ethics; and 2) consider if, and why the law should guide management, especially when it conflicts with carefully reasoned ethical judgments. One benefit of our approach, we believe, is that it encourages the practice of ethical medicine and discourages the practice of defensive medicine.
Given the large number of students involved we devised an interactive process which enabled us to work with multiple groups of students prior to and between the formal teaching sessions. At the commencement of session 1, all students were informed that a different group of students would be selected to present in each of the three seminar sessions, thus, nine students were directly involved in case work-ups and analysis.
CASE SELECTION
One month before session 1, three students chosen from different clinical rotations met with us to discuss the format of the three training sessions and the criteria for choosing a case for analysis and management. Students were instructed to select a case, after discussion with each patient's health care team which involved ethical, legal, and social issues and were advised of the importance of an orderly and broad approach to fact-gathering. The final decision regarding the acceptability of the case for learning purposes was made following a review of each case selected by a student. Upon acceptance of the three clinical cases students were instructed how to proceed with clinical ethical analysis and decisionmaking with each subsequent set of three students advancing the analysis and management of his or her case by performing the next 'professional skill' being taught and demonstrated in a particular session. Explicit direction was provided to assist students as they worked through each stage of the case analysis.
INVOLVEMENT OF STUDENTS NOT PRESENTING A CASE
Each of the three sessions was structured around the three cases presented by students. Particular efforts were made to facilitate learning among the nonpresenting members of the class by stimulating explicit consideration of the specific step or steps being highlighted in each session. To achieve this, all students were provided with 'stimulus' materials in the form of charts and were instructed to record all important information presented by their colleagues. Table 1 Step-by-step process used to guide students regarding the ethical dimensions of clinical decision-making ( 1 1 The social issues identified by students in this case included the effects of Baby H's illness not only on the parents and their relationship but also its effects on the extended family and future children. Student focus on the parents also included their concern for the parents' financial stability, the level and cost of community support and services, and the effects on the family of Baby H's possible institutionalization. The legal issues identified by students concerned the possible 'negligence' of the rural obstetrician in failing to diagnose spina bifida antenatally and, following delivery, the legal consequences of withholding or withdrawing treatment, and the current legal status of 'physician-assisted' death.
Student difficulties in session one
Some students had problems in distinguishing ethical from social issues, particularly in relation to issues of justice and health care allocation. However, following some guidance on how to distinguish the 'moral' and 'non-moral', students became better able to identify the 'marks' of ethical issues and thus distinguish them from social issues (21) . Admittedly, this distinction can be very difficult to make, and we aimed only at getting students to make 'rough' distinctions which would enable them to determine what specialist, if any, might be of assistance in analyzing and/or managing a particular type of problem. For example, the 'justice' issues identified might involve more 'philosophical' analysis and exploration, and thus an ethicist might be called on to help explore such issues. Some such issues, for example macro-allocation issues of just access to resources in a rural setting, might not be resolvable by the health care professional or others in a particular case. The 'social' issues, on the other hand, might require the specific, practical attention of a social worker, for example, to counsel parents about psychological matters and/or assist them in gaining access to financial or community services. Interestingly, because they were forced to consider ethical and legal issues separately, the students seemed better able to distinguish these without the confusion between the two that often plagues clinical ethical analysis, and that also tempts medical practitioners to practise 'defensive' medicine. Another difficulty experienced by students, due in part to their lack of knowledge of neonatal medicine and the psychosocial development of spina bifida patients was in anticipating ethical issues, such as those to do with non-treatment or the determination of 'quality of life' that might arise in the course of long-term management. As this difficulty involved the common problem in clinical ethical decisionmaking of how one should manage diagnostic and prognostic uncertainty (22) , students were advised of the importance of both: (a) clarifying the diagnosis and prognosis in a case, and (b) determining the clinical and ethical significance of each (23) . An important example in this case was the suspected unformed or malformed corpus callosum, as this diagnosis was never made with certainty and in fact varied from specialist to specialist, and its prognostic significance was also unclear and even controversial. SESSION TWO In session two, students were encouraged to determine which of the ethical issues identified by them in session one were relevant in Baby H's case and in what priority (see Table 2 ). To do so, they were taught to ask a series of questions regarding the determination of 'relevance' including: (1) For whom is this particular issue relevant? (2) Why is this particular issue relevant? and (3) When is this particular issue relevant -ie, acutely or chronically? The goal of requiring students to ask such questions was to get them to acknowledge the value-laden nature of determinations aimed at identifying which ethical issues were actually relevant in a particular case. For example, students thought the issue of parental grief might be particularly relevant for health care professionals, as they believed it might impair the capacity of the parents to make an informed decision. They therefore questioned whether and how the parents of Baby H could participate in decision-making on his behalf, at least for short-term acute decisions. In response, we pointed out that such 'parental competence' questions might be more relevant in a clinical ethical approach that was more beneficencebased than autonomy-based and that an autonomyoriented approach might question the assumption that parental grief necessarily undermined competence to participate in decision-making. At the same time we emphasized the ethical obligation to facilitate parental involvement in decision-making.
In session two, students were also encouraged to identify where the ethical obligations engendered by the relevant principles and concepts clashed and why. The goal in urging them to do so was to increase student understanding of the principles and concepts themselves and of the relationships between them. Such understanding prepared students to better address questions about how they should balance ethical obligations engendered by the principles/concepts and thus resolve such conflicts. Conflicts they identified included:
(A) Beneficence-based versus autonomy-based obligations: For example, health care professionals' obligation to determine Baby H's medical 'best interests' and/or 'quality of life' and subsequent counselling versus their obligation to respect autonomous parental determinations of Baby H's 'best interests' and the parents' own 'quality of life'.
(B) Beneficence-based versus non-maleficence-based obligations: For example, obligation to relieve suffering (for example, provide pain relief) versus obligation not to hasten Baby H's death; the obligation to promote Baby H's welfare versus the obligation to prevent harm (for example, due to the burdens of his existence) to third parties such as parents or society; and, the obligation to ensure that Baby H has a comfortable death versus the obligation not actively to kill.
(C) Beneficence/non-maleficence-based versus justicebased obligations: For example, the obligation to provide neonatal intensive care to Baby H versus the obligation justly to distribute health care resources both to other infants in the unit and other members of society.
Student difficulties in session two Although students were able to recognize ethical issues relating to the management of Baby H, they experienced some difficulty in relating these clinical ethical conflicts back to underlying ethical principles. It was only when students were directed towards clarification of specific clinical ethical management issues, such as the use of narcotics, in terms of principle-based obligations, that they were able to make determinations of ethical relevance and make some progress towards informed conflict resolution. SESSION THREE In the final session, the student presenter was required to state her clinical ethical decision regarding the management of Baby H, specifying how the obligations engendered by the guiding principles/concepts should be balanced, and justifying her decision (see Table 2 ). Non-presenting students were given the opportunity to argue alternative views and to critique the actual management decision of the health care team involved in the care of Baby H, as part of their learning of clinical ethical reasoning and decisionmaking. The clinical ethical decision of the student presenter was that it was in Baby H's 'best interests' to die, and that she should actively assist the infant's death with narcotics to meet fully the obligations of knowledge about ethics and its use in clinical practice (25) .
Linking teaching and assessment is important both because it reinforces the centrality of ethical analysis and reasoning as essential skills in clinical decisionmaking. This is true because when students know that their assessment will involve the application of clinical ethical reasoning to the management of actual cases they are more likely to structure their learning to acquire those skills.
While this paper has focused on our approach to teaching ethical analysis and reasoning as 'professional skills' essential to clinical decisionmaking, it remains only one component of our overall Health Law and Ethics Programme. Other important components of this programme which we believe contribute to competent clinical ethical practice include effective interactional and communication skills, and a knowledge of ethical theories, principles and concepts, all of which are formally taught in both the preclinical and clinical years at Newcastle, and specifically integrated through this and other teaching programmes.
